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We examined prevalence and
predictors of trauma among HIV-
infected persons in the Deep South
using data from the Coping with
HIV/AIDS in the Southeast (CHASE)
study. Over 50% of CHASE partici-
pants were abused during their
lives, with approximately 30% ex-
periencing abuse before age 13, re-
gardless of gender. Caregiver char-
acteristics were associated with
childhood abuse. Abuse is related
to increases in high–HIV-risk activi-
ties. The findings help explain why
people engage in such high-risk ac-
tivities and can provide guidance
in designing improved care and pre-
vention messages. (Am J Public
Health. 2006;96:1028–1030. doi:10.
2105/AJPH.2005.063263)
Childhood sexual and severe physical abuse
is associated with the following as adults:
posttraumatic stress disorder,1–6 anxiety,1–3
depression,7–11 dissociation,4,7 substance
abuse,5,7,12–14 revictimization,6,12–16 high-risk
sexual behaviors,7,17–20 and engaging in abuse
of others.8 Substance abuse and symptoms of
mental illness are associated with reduced
medication adherence, lower likelihood of
being prescribed therapy, increased morbid-
ity, and poorer quality of life among HIV-
infected individuals.21–30 Thus, childhood vic-
timization can be directly linked to behaviors
that put a person at risk for infectious dis-
eases and reduced treatment adherence.
Incident AIDS cases increased 29% from
2000 to 2002 in the states of Alabama,
Georgia, Louisiana, North Carolina, and South
Carolina, and only increased 9% across the
other Southern states and less than 0.5% in
the rest of the country.31–32 Increases oc-
curred most rapidly outside major metropoli-
tan areas of these 5 states.33–37 This study
examines abuse rates and their associations
with childhood home environments in a sam-
ple of individuals being treated for HIV in
the Deep South. We believe that increased
knowledge of factors leading to high-risk ac-
tivities can result in effective prevention and
care techniques.
METHODS
Researchers conducting the Coping with
HIV/AIDS in the Southeast (CHASE) study
interviewed 611 consecutively sampled HIV-
infected individuals from 8 infectious diseases
clinics outside 3 major metropolitan areas in
5 states in the Deep South.38 The clinics cho-
sen treated 12% of the states’ HIV/AIDS
caseload, and 10% of the clinics’ patients par-
ticipated in the interview. The response rate
was 79%.38 Interviewers were trained, certi-
fied, and consistently monitored by Battelle
Centers for Public Health Research and Eval-
uation to avoid interviewer bias.
Measures
Sexual abuse included clear force, threat, or
harm when (1) touching the victim’s breasts,
pubic area, vagina, or anus with hands,
mouth, or objects; (2) making the victim
touch the perpetrator’s pubic area or anus
with hands, mouth, or objects; or (3) making
the victim have vaginal or anal intercourse.
Even when not stated, the threat of force or
harm was implied in children aged younger
than 13 when the perpetrator was aged at
least 5 years older. Physical abuse was de-
fined as incidents separate from sexual abuse
that included threats on one’s life.
Respondents were asked if their primary
caretakers were too drunk or high to care for
the family; were depressed or mentally ill;
went to prison; or were divorced/separated.
Respondents stated whether their father,
stepfather, or mother’s boyfriend beat, hit,
kicked, bit, burned, threatened with, or used,
a weapon against their female caretaker. Re-
spondents were asked if, when they were
growing up, they had enough to eat and if
they were ever placed in foster care, an or-
phanage, or a reformatory. This list of trau-
mas was adapted from past research.39–40
Statistical Analysis
Logistic regression was used to examine
associations with childhood sexual abuse
(at age <13 years); lifetime sexual abuse;
childhood sexual and/or physical abuse; and
lifetime sexual and/or physical abuse (at age
<13 years). We used a control variable to ac-
count for differences in average county in-
come, religiosity, occupation, and education
by site.
RESULTS
Approximately 1 in 4 respondents, regard-
less of gender, were sexually abused before
the age of 13 (Figure 1). Approximately one
third of respondents experienced lifetime sex-
ual abuse (30% men and 38% women).
More than 50% of respondents experienced
sexual or severe physical abuse by the time of
the interview.
Having parents too high or drunk to care
for the family was associated with more than
twice the risk of childhood sexual and/or
physical abuse, as was being removed from
the family (Table 1). A male guardian physi-
cally harming or threatening the respondent’s
mother or stepmother was associated with
childhood sexual abuse, and having a report-
edly depressed parent was associated with
both forms of abuse.
Gender was significant only when control-
ling for sexual orientation. Women and non-
heterosexual men were more than twice as
likely to have experienced both forms of
abuse. Alternative specifications with interac-
tion effects yielded the same results.
DISCUSSION
The high rates of reported trauma in this
sample from the Deep South may help to ex-
plain why the HIV epidemic continues un-
abated as a largely rural and heterosexual
disease in this region. The finding that there
were no differences in sexual abuse between
male and female respondents is important
given that studies usually report higher rates
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TABLE 1—Odds Ratios and 95% Confidence Intervals for Sexual and Physical Abuse, by
Childhood Environment Variables and Demographic: CHASE Study, 2001–2003
Childhood Sexual Lifetime Sexual 
Childhood Lifetime and/or and/or 
Sexual Abusea Sexual Abuse Physical Abusea Physical Abuse
Childhood
Depressed parent (20.9%) 1.51 (0.91,2.53) 1.57 (0.97,2.54) 2.00 (1.23,3.24)** 1.78 (1.08,2.91)**
Impaired parent (11.4%) 2.24 (1.18,4.29)** 1.73 (0.90,3.33) 2.46 (1.28,4.73)** 1.64 (0.80,3.36)**
Spousal abuse (22.4%) 1.70 (1.03,2.78)** 1.49 (0.92,2.42) 1.60 (1.00,2.60) 1.94 (1.19,3.16)
Hungry (19.8%) 0.96 (0.54,1.69) 1.26 (0.75,2.16) 1.06 (0.62,1.82) 0.74 (0.45,1.21)
Parent died (11.5%) 0.76 (0.38,1.53) 0.86 (0.45,1.62) 0.85 (0.44,1.65) 1.04 (0.57,1.91)
Parent in prison (7.5%) 1.42 (0.70,3.00) 1.16 (0.55,2.46) 1.62 (0.77,3.41) 0.88 (0.41,1.88)
Foster care (8.6%) 2.14 (1.02,4.52)** 1.70 (0.82,3.53) 2.50 (1.21,5.19)** 2.07 (0.95,4.48)
Parents divorced (39.4%) 1.83 (1.18,2.83)** 1.66 (1.10,2.50)** 2.10 (1.39,3.18)** 2.10 (1.42,3.10)**
Demographics
Male (69%) 0.38 (0.20,0.70)** 0.17 (0.09,0.34)*** 0.56 (0.32,0.99)*** 0.44 (0.27,0.73)**
Not heterosexual (44.5%) 3.99 (2.18,7.31)*** 6.88 (3.51,13.48)*** 3.21 (1.86,5.55)*** 2.35 (1.44,3.85)**
Minority (69%) 1.33 (0.81,2.18) 1.14 (0.72,1.79) 1.12 (0.70,1.78) 0.85 (0.55,1.31)
Study site (50%) 0.82 (0.53,1.26) 0.74 (0.49,1.10) 0.97 (0.65,1.47) 0.86 (0.59,1.26)
Self in jail (2.5%) 5.17 (2.26,11.81)*** 3.66 (0.65,1.47)**
aOccuring when respondent was aged younger than 13 years.
*P = .10; **P = .05; ***P < .0001.
FIGURE 1—Prevalence of abuse before and after the age of 13, by gender.
of sexual abuse among women of all ages.
Even among heterosexual male respondents,
the rates of sexual abuse were higher than
for previously studied clinical populations.
The rates of respondents that grew up under
difficult living situations is higher than the
general population, and may also help to ex-
plain the ineffectiveness of previous HIV pre-
vention messages. The lack of difference by
race is in line with other research in the
Deep South,41 suggesting that other factors,
such as childhood poverty and social struc-
ture, may be more important in identifying
at-risk groups.
This study was retrospective; all accounts
of parental characteristics are on the basis of
study participants’ perceptions of their past,
which may be biased. Additionally, this sam-
ple represents only those who seek care. We
are reassured by the similarity in demo-
graphic characteristics between our sample
and those in the clinical populations. This
study posed sexual abuse questions that are
correlated with many poor-health indica-
tors.39,42,43 Therefore, our higher prevalence
findings may be due, in part, to detailed and
accurate questioning.
Sexual and physical trauma is associated
with increased risk-taking behavior (such as
injection drug use or high-risk sexual behav-
ior), putting people at increased risk for con-
tracting HIV, transmitting HIV,7,17–20 and not
engaging fully in treatment protocols. Teach-
ing persons who have been sexually abused
how to use a condom and the importance of
its use may be insufficient to ensure its use
by persons who disengage from their bodies
during sexual activities. Childhood abuse
leads to higher rates of disassociation during
physical contact,4,7 possibly extending to
clinic visits, which could prevent full engage-
ment and learning during the visit. As re-
searchers continue to search for ways to stop
the spread of HIV, it is important to provide
health care providers and policymakers with
knowledge of high rates of previous trauma
to develop targeted services and policies that
can address the root causes of HIV-related
transmission behaviors and lack of treatment
adherence.
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